Introduction
In some myocardial diseases immunological changes are characteristic, for example humoral myocardial antibodies have been demonstrated in the acute phase of rheumatic heart disease, in the postcardiotomy syndrome and in Dressier's syndrome (postmyocardial infarction syndrome) and in disseminated lupus erythematosus (Bolte, 1975; Read, Engle and Zabriskie, 1977) . These antibodies correlate with the clinical symptoms and form a diagnostic index, although their relevance in the pathogenesis of these cardiac diseases is not well understood. Over the years various aspects of cardiomyopathy have been investigated, including the administration of myocardial antibodies (Bolte, 1975 (Bolte, , 1976 Bolte et al., 1974; Bolte and Grothey, 1977) .
Methods
Immunofluorescent techniques were used to demonstrate antimyocardial humoral antibodies in the serum as well as immunoglobulin at cellular level on biopsy material obtained from patients with myocardial disease. Heart muscle from man, guinea-pig or rat served as antigen. Sections were covered with the patient's serum containing the antibody under investigation. Serum-bound globulins were separated by rinsing the section with phosphate buffer. Conjugates of antiglobulins with a fluorescent agent were used to visualize microscopically the antigen/ antibody binding (Coons, Creech and Jones, 1974) . The indirect fluorescence test was used to examine sera and the direct test was employed to examine myocardial biopsies with fluorescein-isothiocyanateconjugated anti-human-globulins from rabbit (antiIgG, anti-IgA, anti-IgM) (Behring-Werke, Marburg). The sera of the patients were diluted 1: 5. The conjugates were diluted to 1 : 10, 1: 30, up to 1: 40 (Bolte and Grothey, 1977) . This report will concentrate on (1) alcoholic myocardial disease, (2) viral heart disease and (3) congestive cardiomyopathy.
Alcoholic myocardial disease
A total of eighteen patients with an increased cardiothoracic ratio and abnormal electrocardiographic signs were investigated. All patients gave a history of a high daily intake of ethyl alcohol, which was estimated as being [1] [2] [3] [4] (Bolte et al., 1974;  Test for indirect immunofluorescence was negative in all alcoholic patients. This finding is of importance, because humoral myocardial antibodies can be demonstrated in various diseases, for example in all the ten patients with lupus erythematosus antibodies were found. In the twenty-four patients with congestive cardiomyopathy, 41%Y. of the patients showed positive indirect immunofluorescence. In 28% of cases with inactive rheumatic heart disease, positive tests were also obtained (Bolte and Grothey, 1977) .
None of the patients with alcoholic heart disease showed evidence of cirrhosis of the liver. Transaminase mean values for GPT were 18 and for GOT 22 mEq/ml. Serum alkaline phosphatase was increased to more than 200 mu./ml in only two patients (Bolte et al., 1974) .
As can be seen in Table 1 , increase in heart size correlated well with congestive failure, negative immunofluorescence tests and increase in IgA concentrations. These parameters can be used in identifying patients with alcoholic cardiac disease. 
Viral heart disease
This may often be preceded by a common cold which a few days later is followed by symptoms of heart disease, which including signs and symptoms of pericarditis, congestive heart failure, disturbances of rhythm such as resting tachycardia, extra-systoles, or atrio-ventricular or sinu-atrial block. Occasionally electrocardiographic ST-T Sack, Sebening and Wachsmut (1975) .
The results correlated well with the clinical symptoms as well as with the length of history. Those patients with myocardial antibodies had a longer history (Bolte and Grothey, 1974; Oevermann, Bolte and Zwehl, 1973) .
Endomyocardial biopsies were performed recently, using the King's bioptome (Richardson, 1974) 
